S fracture, dislocation of the first metacarpal, is a comparatively common injury. A bad anatomical result of treatment gives a -bad functional end result. Reduction is not difficult as a rule, but the maintenance of position is the chief problem. The usual method of fixation advocated is by traction on the thumb with joints extended, together with plaster fixation with close moulding round the base of the metacarpal. j j;
( * ' . t,and its maintenance in position by two short h pegs or nails introduced obliquely into the t 4f ,b btrapezium forming a shelf so that redislocation cannot occur (fig. 1 ). The pegs are 1 l \ inserted in drill holes about one-third of an inch deep and project sufficiently to support the base of the metacarpal. The skin is \ z'\sutured over the pegs and the thumb and i is\} w \ wrist immobilized in a scaphoid type of < "" >'h. 01 7 8> 1t ">&q4wyd1t4$> plaster which allows good use of the hand.
Immobilization is continued for six weeks. Then the plaster is removed and the pegs "";4.!.! 3tLag taken out at a further minor operation. Reduction of fracture of the neck of the talus is usually easy by manipulation into full plantar flexion and eversion. The usual practice is to immobilize the limb in this position.
The surgeon is now in a dilemma. Prolonged immobilization in full equinus may lead to a fixed deformity. Placing the foot at a right angle too early causes redisplace. ment of the fracture.
In my experience a fixed equinus may develop in seven to eight weeks, especially in older patients.
I have overcome this difficulty by introducing a quarter-inch graft from the tibia into the long axis of the talus from behind, after reduction has been achieved by manipulation. This fixes the fracture sufficiently to allow' immediate immobilization of the ankle at 90 degrees.
With the patient prone and the knee flexed a graft of 4'%, cm. long and quarter of an inch wide is taken from the tibia. The knee is now extended and the fracture reduced by manipulation.
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The foot is held plantar-flexed and everted, and the position checked by X-ray. The posterior aspect of the talus is now exposed by vertical incision lateral to the tendo achillis (fig. 2) .
The point of a Hey-Groves director is applied to the medial side of the head of the talus, and a guide wire introduced immediately above the ridge separating the ankle from the subtalar joint. The guide is introduced 4X/2 cm. and a check X-ray taken.
The guide wire is now withdrawn and the track enlarged with drills until the graft can be hammered home. The graft lies above and parallel to the subtalar joint and in the long axis of the bone (fig. 3 ). The wound is now closed and the foot can be safely dorsiflexed to a right angle. If is plastered in this position.
The anatomical and functional results in three cases have been excellent, and at five months there is no evidence of avascular necrosis of the body of the talus (fig. 4 ).
The' Treatment of Bone Tuberculosis in Relation to Multiple Tuberculous Lesions By M. C. WILKNSON, M.B. MULTIPLICITY of tuberculous lesions undoubtedly makes the prognosis of tuberculosis worse: in this respect associated lesions in the skeleton are of only slight consequence, associated lesions in the venito-urinary tract are of more significance, and associated pulmonary tuberculous lesions may be the most grave. Nevertheless complete recovery can occur in spite of multiple lesions.
In discussing tuberculous lesions associated with bone tuberculosis I would distinguish between tuberculosis of the lymphatic glands, which I believe exercise a barrier effect against invasion of the blood-stream, and haematogenous tuberculous foci. The two types do not usually exist together. If there is a heavy glandular infection this is evidence of good resistance of the lymphatic tissues; if there are multiple haematogenous lesions, I think that the lymphatic tissues at the portal of entry have been inadequate. Similarly a good relative lymphocytosis is evidence of activity of the lymphatic defence and is of good prognostic import. As the lymphatic tissues reach their peak of activity during childhood, and wane gradually after adolescence,, it is not surprising to find that. the majority of childhood lesions are in the lymphatic glands, that skeletal lesions occur only in a minority of infected children, that multiple lesions tend to occur more frequently after adolescence, and that the incidence of multiple lesions increases as age advances. As a corollary it follows that when a patient has both a skeletal lesion and associated gross tuberculous lymphadenitis the prognosis for the skeletal lesion is usually very good, as the patient's resistance is high. With regard to associated lesions other than in the lymphatic svstem, the incidence in a series of 340 cases of skeletal tuberculosis was 25-3%. Nevertheless this must be a gross understatement of the incidence of such lesions as with improved methods of diagnosis it is easier to detect silent lesions, often present, and previously only suspected. The wide distribution in the body of hiematogenous tuberculous lesions, both those that are
